during her hospitalization and was discharged after 8 days, with continuous medical therapy. At 3-month follow-up, the patient was stable. No obvious abnormalities were found in ECG. A CAG revealed that the RCA was thicker than 3 months prior, and the middle segment still showed approximately 30% stenosis [ Figure 2b ]. The IVUS indicated that there was no dissection in the proximal and distal segments of the RCA, while the hematoma was still visible in the middle segment [ Figure 2d ]. discussion SCAD was previously believed to occur in young adults but is now considered to involve subjects aged 18-84 years, with most of the affected individuals being women, such as the present cases. [3] SCAD is probably underdiagnosed in young women (<55 years old) who have symptoms of ACS but have no classical risk factors for cardiovascular disease. [4] The study found that psychiatric conditions are gradually becoming independent risk factors for cardiovascular adverse events. [5] Women are more susceptible to the physiological effects of varying degrees of stress caused by psychiatric conditions compared to men, and these responses may increase coronary shear stress and risk of dissection in patients with SCAD. [6] The role of sex hormones that play in SCAD development is currently unknown and must be studied in the future. [7] The predisposing conditions of SCAD have been reported to include pregnancy, fibromuscular dysplasia, chronic systemic inflammatory diseases, hormonal therapy, connective tissues disorders, and coronary artery spasms, while some possible precipitating factors include extreme emotional stress or intense exercise, sympathomimetic drugs, high-dose hormonal therapy exposure, and intense Valsalva-type activities. [8] The incidence of SCAD in our two patients may have been related to recent emotional agitation and strenuous physical activity in the second case.
Ciraulo and Chesne were the first to diagnose SCAD by a CAG in 1978. This was the first application of imaging techniques in the diagnosis and treatment of this disease, thus making a CAG the gold standard for many years. [9] It is a challenge for doctors to confirm the true lumen and a safe wire placement point, while it is easy to misdiagnose a patient's condition as a result of the inability to distinguishing the narrow lumen caused by atherosclerosis or nonatherosclerosis. Optical coherence tomography or IVUS has been suggested to improve the diagnosis of SCAD. It has been reported that the LAD and its branches are affected in 45%-61% of cases, while the RCA and its branches are involved in 10%-39% of cases and the left main coronary artery is involved in 0%-4% of cases. [3] Our patients were diagnosed by CAG and IVUS. The first middle-aged woman presented distal stenosis of the LAD while the second young woman had severe diffuse stenosis of the RCA. The treatment of SCAD has varied among conservative medical practices, percutaneous coronary intervention, and coronary artery bypass grafting; it depends on the clinical presentation, outcome of the CAG, and extent of dissection. [10] Conservative medical treatment may be considered when a patient presents clinical and hemodynamic stability and shows limited single-vessel involvement instead of the left main coronary artery being affected. Currently, antiplatelet therapy remains controversial for patients with SCAD. Based on evidence of aspirin in ACS and secondary prevention, aspirin appears to be useful for acute and long-term SCAD management. [11] However, it is still unclear whether clopidogrel is beneficial for patients with SCAD who have not been treated with stents. Considering that SCAD with intimal tears may promote thrombosis, dual antiplatelet therapy (DAPT) may be beneficial. In addition, it can also reduce the thrombus load of the false lumen and then reduce the true lumen compression. [12] Therefore, DAPT is recommended for the majority of patient with SCAD. In our cases, we chose to base the medical treatment on the clinical presentation, the medical history, and the outcome of the CAG. At the outpatient follow-up, the patients were clinically stable, but further CAG and IVUS revealed different outcomes. For the first case, the CAG and IVUS showed that the hematoma disappeared completely; however, the second case indicated that the hematoma was still visible in the middle segment of the RCA. We believe that this may be related to the local anatomy of the RCA or that this may have occurred because insufficient time was given for hematoma absorption in the second case. Recently, it was reported that nine of 272 patients managed conservatively required subsequent in-hospital revascularization. [13] It appears that some patients require revascularization after initial conservative treatment, and a follow-up is necessary.
In summary, although SCAD is an infrequent cause of ACS, the diagnostic rate is increasing as our understanding of this condition deepens. The recurrence of SCAD is high, and clinicians should be on alert for adverse cardiovascular events as a way to improve the survival rate of SCAD patients. Further efforts are needed to create better guidelines, as well as to identify the exact etiology and the long-term prognosis of this condition.
